is fit for work. (4) The patient may have difficulty in getting work if he is disabled. Is not all this as familiar now as in 1931 ?
In 1952, of all patients sent to the Regional Medical Officer, 49 % were found unfit for work, 11 % were fit for work, 4 % were fit for rehabilitation, 19 % returned to work rather than face the Regional Medical Officer (Hearts of Oak J. 1957).
In Holland, Fortuin (1955) has found that sickness rates are higher post-war than pre-war. The trouble is that there are no generally accepted standards as to what constitutes fitness for work. But Fortuin agrees that it is within the power of the profession substantially to lower sickness rates without prejudicing the patient's health. The family doctor is concerned, however, not only with the physical and mental illness of his patient, but with all those other factors that make a man what he is, e.g. education, home background, work, cultural patterns. These determine when a man will return to work and the general practitioner must act as interpreter of these to his patient.
Patients who make unjustified sickness claims fall into distinct categories: (1) Those who go back to work to fit in with the working week.
(2) Those who are getting their three waiting days in at the expense of the National Health Insurance. (3) Patients who are waiting to change their jobs. (4) Those who are working at home, e.g. decorating. (5) The patient who is extending his sick leave to include a public holiday. (6) The invalid who is waiting to be sent to the Regional Medical Officer. (7) The social parasite who is always waiting for some form of benefit from the Welfare State.
Sickness absence is not simply a question of being ill. It is a means of withdrawing from a situation that the indivudal dislikesand occurs in the aristocracy as in the working class, but it goes under other names. It is true that some patients have difficulty in re-integrating themselves in life, for example, the tuberculous and mental patients; and the chronic sick patient becomes the core of an egocentric community, feeling that no one, not even his own doctor, understands him.
One or two other interesting factors emerged from my study: (1) Among both men and woman duration of sickness absence is shorter if pay is not made up by the employer. (2) Accident-prone workers are the 'in and outers'. (3) Patients who have a poor sickness record in their first year at work continue in this pattern of behaviour.
What does unnecessary sickness absence mean in terms of financial loss to the community? Amongst men 4 % of sickness benefit was claimed unjustifiably by 17% of sick claimants.
Amongst women 8 % of sickness benefit went on claims made by 27% of claimants. This is thus a picture of many people making slightly extended sickness claims. Obviously this is a generally accepted code of behaviour, rather like exceeding the speed limit. Is it possible to eradicate such behaviour by legislation, or does it occur because National Insurance hides the economic effects of sickness absence from both doctor and patient alike? Buzzard & Shaw (1952) state that 'it is doubtful if consistent malingering contributes much to total sickness absence'. What is malingering ? It is 'feigning illness to avoid duty', but duty to whom? -to the familyto the stateor to the works? Many absentees are in fact saving the country money by staying at home. For example, the mother nursing a sick child who might otherwise be in hospital.
Increased sickness rates may be due to:
(1) Improved conditions so that the workers can afford to have time off work. (2) The lowering of general practitioner standards of sickness certification.
(3) The fact that family doctors feel that physical fitness is not everything and that a manwill onlyreturn to work when heisemotionally ready.
There is no doubt, however, that if unjustifiable sickness could be eradicated we would have gone a long way. But how to do it in a democracy and in a Welfare State? The relationship between work and illness is a two-way track; work can produce illness and every illness to some extent affects working capacity. Earning a living now takes a quarter of the hours in the year (it may soon take much less); during that time the worker is subjected to a special environment.
Section of Occutpational Medicine with Section of General Practice 827 Some work can produce disease which would not otherwise occur, like pneumoconiosis or mercury intoxication; precipitate a disease which might not otherwise have occurred, like bladder cancer from dye intermediates; or aggravate an existing disease like eczema kept going by solvents (Fig 1) . Injury also occurs at work. These are the hazards associated with getting the necessities of life, or keeping up with the Joneses, which have replaced the hazards of wresting food, warmth and shelter for survival from the primeval forests. Changes in methods of work have made and will make possible the total elimination of occupational hazards if society has the will to do it, but occupational disease and injury now produce a very small proportion of the sickness which keeps people away from work. There is accumulating evidence that certain jobs precipitate or aggravate some naturally occurring diseases, like the effect of sedentary occupations on ischmmic heart disease. Frequently the relationship is not direct; the relationship between dusty jobs and bronchitis is complicated because so many of these occupations are found in towns of high atmospheric pollution. It is natural to blame our stars instead of ourselves and our patients blame much of their illness on their work; the coryza due to getting wet and cold at work and the sprained back caused by work which, when it appears after a Saturday's gardening, is due to rheumatism. Unfortunately the patient construes the doctor's silence as consent when highly unlikely relationships are not denied. Some patients are reluctant to go back to their jobs or are unnecessarily dissatisfied when they do resume work because their false fears are not allayed. Sometimes, however, there are good grounds for believing that work, or the physical or psychosocial environment in which it is done, is playing some part in the development of the illness. Where he exists, the industrial medical officer's knowledge of the patient's work and where it is done can help his colleagues in deciding just how significant is the occupational factor. Though in every illness it is worth considering whether occupation is a contributory factor, in most cases it is of no etio-logical importance. However, in every illness the effect on working capacity has to be considered. Whether a patient should be advised to stop work or not, and for how long, depends not only on the illness its-lf but also on his occupation. The malaise from a cold which would not prevent a clerk from working might well be positively dangerous in a bus driver.
Fortunately most illnesses terminate with the patient obviously able to resume his normal work where he is happiest, earning his normal wage and convinced of his full recovery. Employment which does not use his full capacity (which usually means changing his job) can lead to boredom, loss of pay with its social implications and worries, loss of friends at work with the difficulties of making new ones, a slower return to the fullest possible physical fitness, and above all the undermining of his belief in the assurances from his doctors about his recovery. Employment which overtaxes his capacity is less common but, when it occurs, can produce fatigue which delays recovery, may precipitate aggravation or complication of his condition, or may put him in a situation where sudden collapse or tiredness could endanger his life or the lives of others. Collaboration between the patient's family doctor and the doctor at the patient's place of work will make successful placement in the right type of work much more likely.
In working out what is best for the patient the family doctor can supply the details of the diagnosis, course and severity of the condition, of the results of investigations, of treatment, of the home background and of the wife's personality. The industrial medical officer can supply accurate details of the physical and mental demands of the patient's normal occupation, and of the environment in which it is done. A patient can seldom give his doctors a valid description of his work because he fears that if he minimizes the demands of his job his doctor will recommend a return to normal work and thus do his condition further harm, or that if he exaggerates his doctor will recommend a change of work with all it entails, and confirm his worst fears about his prognosis. The industrial medical officer will also know what is and what is not possible in the firm in the way of modified work and modified hours of work, and how pay, status and pensions will be affected. Between them the family doctor and the industrial medical officer will be able, from their knowledge of the patient's personality, to determine how best to explain if a change of work is necessary. They will know whether the patient's social and recreational activities at home and at work need modifying. They will also be able to decide whether any help is needed with difficulties in personal relationships causing frustration at home or at work.
The points which both doctors may have to consider for each patient whose absence from work is due to illness or injury are listed in Fig 2 Clearly the factors will vary in importance, depending on the nature of the condition and the type of employment. Except where safety is involved it is better to concentrate on the remaining abilities rather than on the disability. Sometimes it is difficult to convince the patient that early return to work will promote recovery. There are many instances where a patient with a fracture could well do his normal work while still in plaster with benefit to his muscle tone, morale and pocket. A bus conductor with a Colles fracture in plaster can usually work. Some minor modification to the controls of a machine may allow a factory worker to resume. Sometimes justifiable fears have to be overcome. The patient recovering from a myocardial infarction needs constant encouragement before he believes that exercise which does not produce angina or dyspncea not only does not harm him but may help to prevent a recurrence.
The mental demands of work are likely to be thought important in the middle and upper management groups. Often discussion between the general practitioner and the industrial medical officer will clarify whether home or work is the stressor; more frequently the family problems are the key because, after all, a man is not promoted high up the ladder unless he shows that he can withstand the stress of his work.
Though the effect of the physical environment is largely subjective this in itself can modify the wish to return to work. But there are such direct effects as cold on angina pectoris, changes of temperature on the cough in chronic bronchitis and heat on dermatoses. Patients are more keen to return to a happy psychosocial environment at work than to one where there are frustrations and personality problems.
It is to be hoped that, where a firm has an industrial medical officer, lung and skin contaminants have been eliminated or at least reduced to an unimportant level. But in other situations the family doctor will have to weigh what the patient can tell him about dusts, fumes, gases or solvents at work which might be significant.
Unfortunately the patient seldom knows the composition of the materials he is using and the doctor has to be cautious and assume that work is causing the condition. Like the young lathe operator whose recurrent dermatitis, thought to be due to oil, was being treated by one doctor while another doctor was treating his girlfriend's recurrent scabies. The industrial medical officer who saw the girl when she resumed work as a clerk was able, by tactful approach to the first doctor, to exonerate the boy's work and incidentally prevent the girl having another recurrence.
Sometimes, after a debilitating illness, a patient would benefit by starting back to work earlier on shorter hours. Often employers will collaborate in this, especially where they have the support of their own doctor. It can be more difficult to arrange for works staff than for clerical and administrative staff because workmates and union representatives are more prone to consider that a single case creates a precedent for all future cases, however dissimilar.
Shift work can be a real deterrent to resuming work. The chronic bronchitic living and working in a city may well be able to go back to his normal work during the day but not be able to do the same work at night when pollution and cold are greater. On the other hand, peptic ulceration rarely interferes with shift work if the patients can be induced to take their two-hourly snacks.
Occasionally it is worth while modifying the hours of work so that the patient can avoid rushhour travel, or a change in the method of travel may allow an earlier resumption. This can be particularly difficult for shift workers who may have to travel when there is no public transport.
Collaboration between general practitioner and industrial medical officer can be especially useful where the disability raises doubts about the patient's safety or that of his workmates or the public if he resumes his normal work. Such conditions as epilepsy, ischoemic heart disease, hypertension, cough syncope from chronic bronchitis, and lung cancer, which so frequently metastasizes in the brain, may present problems in some transport workers, in scaffolders and others who work at heights, in crane-drivers and in some maintenance and other workers in the electricity supply industry. There may be conflict between what is best for the individual patient and what is best for the conununity. The industrial medical officer can supply facts which will clarify the situation; for example, in a man who drives for a living and who is suffering from a condition liable to cause sudden collapse, he can define the number of hours actually spent driving and the weight of the vehiclethe risk of injury to other road users is proportional to these two factors.
It is sometimes forgotten that a well-equipped factory surgery can provide continuation treatment at the request of the patient's doctor. This may allow the patient to resume work earlier than would otherwise be possible. In particular the full physiotherapy facilities which some firms provide could be used much more than they are.
The side-effects of treatment itself frequently cause difficulties. The effect of tranquillizers, hypotensives and anti-histaminics on safety at work is well-known. What is less well recognized is the effect of these and other drugs on working capacity. The craftsman may have his speed and accuracy impaired and be unjustly blamed unless his superiors can be warned. The executive may not be able to tolerate the effect of the drug on his capacity to think and take decisions and may believe his condition rather than the treatment is the cause, so that his morale suffers. The industrial medical officer sometimes finds that these problems arise from a change in treatment even though the patient was previously stabilized on another drug.
Even in these days of large hire-purchase debts it is much less common than it used to be to find patients trying to get back to work before they are fit, because social security benefits and sick pay schemes relieve the pressure. When legitimate financial worries are hindering recovery, help may be available from benevolent funds run by employers, the workers themselves or their unions. The industrial medical officer will know what is feasible and so may be able to help his colleague help his patient.
Though most illnesses end by the patient going back to his normal work, some do not and alternative work is needed. This is easier to provide in some industries than others. Industries which have many posts involving sustained heavy work or a safety factor have more difficulty in absorbing men with disabilities than, say, industries with production lines providing jobs of varying physical and mental demand. Small firms, though they may be good employers with good staff relations, have more difficulty than large firms in carrying a passenger who may bite deeply into small profits. It is often more difficult to place the craftsmen and experienced semiskilled workers of Social Classes III and IV than unskilled workers. Employers may have problems of union demarcations and of persuading a group working on a productivity bonus to accept a man with a disability who they think may not be able to pull his weight. Most employers will do everything they can to help the man with a genuine disability. The industrial medical officer, where he exists, can assist not only in helping to arrange alternative work but in choosing the most suitable alternative available, the aim being to encourage the patient's further recovery where this is possible or to make full use of the remaining abilities where it is not. Unfortunately those employers who do not have a doctor to advise them tend to play safe; if they receive a family doctor's certificate which recommends 'light work' they will probably put the patient on a job which makes no demands on him at alloften a menial task which leaves him bored, disgruntled, and convinced of the severity of his illness.
Employers welcome positive medical recommendations where this is possible. 'Can lift up to 28 lb' is of much more value to the patient and to the employer than 'No heavy lifting'. Even 'Must not lift more than 28 lb' is subtly something of a barrier to correct placement.
Collaboration between general practitioner and industrial medical officer can be particularly useful where reduction is desirable in an executive's responsibilities. The doctor at work may be able to arrange this with the management without it being apparent to the patient or his colleagues. This benefits the patient's morale because he does not have to fear that his superiors and colleagues have lost confidence in his ability to carry his job. The industrial medical officer sees these patients frequently at meetings and socially so he is able to watch their progress.
Unfortunately it is sometimes clear from the start that the illness or injury will mean a change of job. Usually it is kinder to the patient to tell him as early during his recovery as is reasonable. This avoids the disappointment, the difficulties in readjustment and above all the feeling that his doctors have not been telling him the truth about his illness or its prognosis, which arise if he only learns about it after he has been 'signed off'. 'You should chanige your job' is medical advice which can produce physical, mental or social problems for the patient which are as bad as the disease itself. The general practitioner and consultant are handicapped in deciding whether or not to give this advice because they cannot know all the details about the patient's normal work and the environment in which it is done. In many organizations an industrial medical officer, with his intimate knowledge of the work and its environment (Fig 3) The problems are how to get it known that this co-operation is available for a sizeable proportion of the working population and how to encourage its use. It is not difficult for an industrial medical officer in a factory which employs the bulk of the population in a town to know most of his general practitioner colleagues personally and explain what help he can give. It is not impossible, though difficult, for an industrial medical officer working in London to communicate with the family doctor of every patient who is resuming work even though each patient may be the only person in the firm to attend that general practice. Over the years an industrial medical officer in London and other large cities may contact a thousand family doctors in this way yet without starting to make widely known what he feels he can most usefully offercollaboration at an early stage in the illness in planning the patient's future work.
If the general practitioner asked every patient, where it was appropriate, whether there was a doctor at the place of work the patient may not know, though he should, and even then this does not indicate the scope of the help available. It seems that for each patient the initial approach should come from his general practitioner. It would be difficult for the industrial medical officer to approach the general practitioner routinely, say after a patient has been away from work for a week or more, without appearing, however innocently, to interfere with the family doctor's handling of the case.
In spite of these and other obvious difficulties, like shortage of time, a great deal of valuable collaboration does take place and each success encourages both doctors to do the same in future cases. But in addition to this slow spread by experience, we need some other method of informing our colleagues of what is possible, so that patients can resume work, preferably their own work, at the earliest moment compatible with their physical, mental and social health.
Section of General Practice
Meeting April 21 1965
The subject discussed was New Approaches to Postgraduate Education for General Practitioners. Dr E M Dimock spoke on Consultation from the Beginning, and illustrated his talk with two films. Dr John Graves dealt with Audiovisual Methods in Continuing Education. The third speaker was Dr George Swift.
Meeting May 191965
A talk was given by Mr Cliff Michelmore.
